) artificial urinary sphincter cuff in a female patient affected by neurogenic urinary incontinence. Objective: To describe this rare surgical solution. Setting: Department of Urology in Italy. Methods: A 43-year-old woman affected by flaccid paraplegia, acontractile bladder and incompetent bladder neck, underwent an implantation of an artificial urinary sphincter AMS 800. After 7 years, a mechanical failure of the device occurred and pubovaginal sling (PVS) utilizing the cuff of the sphincter was employed due to the poor quality of rectus fascia and the development of previous allergy for some heterologous materials. Results: At 17 months follow-up, the patient is contnent and able to empty the bladder by clean intermittent self-catheterization (CIC). Conclusion: The risk of developing an allergy reaction due to the employment of heterologous materials and the impossibility to use the rectus fascia obliged us to adopt the pre-existent cuff of the artificial urinary sphincter AMS 800.
Introduction
In the last decade, the artificial urinary sphincter has been one of the major advances in the treatment of incontinence in adults. However, the surgical management of neurogenic sphincteric incontinence is still under debate. Some prefer the rectus fascial sling while others utilize the artificial urinary sphincter despite device placement complications widely reported in the literature. [1] [2] [3] [4] In fact, the employment of artificial urinary sphincter causes urethral erosion in 32% of cases, mechanical complications in 13.8% and finally infections in 4.5%. 5 Mechanical malfunction is usually repaired by replacing the nonfunctioning component or by inserting a new device. [6] [7] [8] We present a case of an AMS 800 (American Medical Systems, Inc., Minnetonka, MN, USA) artificial urinary sphincter previously implanted in a patient affected by sphincteric neurogenic urinary incontinence who underwent pubovaginal sling (PVS), by using the urethral cuff component of the artificial device.
Case report
EB, a 43-year-old woman, suffered from flaccid paraplegia with areflexia of lower extremities, anaesthesia from D12-L1 and stress urinary incontinence owing to an intraoperative complication during a lumbar kyphosis operation carried out at the age of 16 years. The urodynamic evaluation demonstrated: (1) the presence of leakage of infusion water at 135 ml of infusion with filling rate of 20 ml/min ( Figure 1) ; (2) maximum closure urethral pressure (MCUP) of 9 cm H 2 O (Figure 2 ). These results were compatible with an acontractile detrusor and an incompetent bladder neck due to a probable decentralization of parasympathetic and sympathetic components.
At 36 years of age, the patient underwent an implantation of an artificial urinary sphincter AMS 800 (American Medical Systems, Inc., Minnetonka, Minnesota). After 7 years of AMS 800 implantation, a mechanical failure of the device occurred in relation to pump malfunction of the fluid equilibrating resistor causing the reappearance of urinary incontinence while the spillage of the contrast liquid contained inside the reservoir produced an allergy for contrast agent and latex material. In consideration of this event, the patient refused the implantation of a new device and preferred a PVS operation with autologous material. The artificial urinary sphincter was removed through an abdominal and vaginal access. Since it was impossible to use the rectus fascia as sling, because it was of poor quality, or the fascia lata because it was not accepted by the patient for aesthetic reasons, we decided to employ the sphincter cuff just inside as a sling to reduce the risk of allergy caused by heterologous material. The section at 12 h was carried out and the sling was placed in order to support the bladder neck. Each end of the cuff was secured with a long 2/0 nonabsorbable suture. The sutures were tied together over the rectus fascia in midline without tension. An intraoperative and postoperative antibiotic therapy (Vancomycin 2 g/die for 1 day and Ampicillin 2 g/die for 7 days) was necessary to prevent prosthetic material infection. Postoperative care was not complicated by any infection of the sling. After 3 months, MRI showed the correct positioning of the sling (Figure 3 ) and at 17 months follow-up the patient was continent and able to empty the bladder by clean intermittent selfcatheterization (CIC). The cystoscopic evaluation performed every 3 months after operation showed no evidence of urethral erosion. The urinalysis carried out quarterly always resulted negative for infection.
Conclusion
The challenge of finding an effective procedure to achieve long-term continence in subjects with neurogenic sphincteric incompetence remains unresolved. There are many reports on the success of PVS by using the rectus fascia for the treatment of sphincteric neurogenic incontinence both in children and in adults. The procedure is established in the neurological female patient as an alternative to the artificial urinary sphincter assuming that following PVS the patients will have to empty their bladders by intermittent catheterization. 9 In these cases, the continence is high and with few complications. [10] [11] [12] On the other hand, it is well known that up to now the rectus fascia is the gold Figure 1 Presence of leakage of infusion water at 135 ml of infusion with filling rate of 20 ml/min standard material for bladder neck suspension in PVS operations. Nevertheless, some authors have recently showed that urethral erosion after a PVS procedure can occur irrespective of the sling material, and that an excessive sling tension is most probably the main cause of this complication. 13 In our case, we placed the sling without tension to support the bladder neck to prevent the possibility of urethral erosion while the concurrent presence of an allergy for contrast agent, latex material and the fear that this clinical problem could be extended also to other substances obliged us to employ the preexistent cuff of AMS 800 urinary sphincter as sling just because it was well tolerated by the patient. This surgical solution, never described before in the literature, should be considered necessary only in selected cases. In fact, in the case of neurologic patients the continent urinary diversion, as described by Mitrofanoff, is the best surgical solution even if some indications for a continent catheterizable stoma are the inability to perform selfcatheterization through the normal urethral route due to severe urethral stricture or due to upper limb neurogenic partial deficit. In this case, the patient did not have neurogenic deficit of upper limbs and would not accept the presence of an eventual abdominal stoma. In conclusion, we consider this surgical solution as proposable only in particular cases as the above mentioned, but caution should be exercised in supporting the bladder neck without tension to reduce the risk of possible urethral erosion.
